To the Editor,
We read Drs Veyckemans' and Fayoux's valuable comments 1 on our report outlining the airway management of a one-month-old infant who presented with an obstructive sublingual cyst. 2 They recommended cyst aspiration to allow easier direct laryngoscopy. Certainly, in the presence of airway obstruction, intubation after cyst drainage and/or urgent tracheostomy can be options to secure an airway. 3 However, after respiratory tract obstruction is evaluated with preoperative magnetic resonance imaging (MRI) and no respiratory tract compression is observed, we believe that opting for tracheal intubation without cyst aspiration is a reasonable choice. Nevertheless, we ensured that a surgical team was immediately available to perform urgent cyst aspiration and tracheostomy if needed. In our case, intubation was performed successfully using a curved blade, and urgent cyst aspiration and tracheostomy were not required.
Veyckeman and Fayoux also recommended nasal flexible bronchoscopic (FB) intubation as an alternative technique. Indeed, intubation using a FB permits direct visualization of the glottis to facilitate passage of an endotracheal tube into the trachea and clearly would provide a reliable alternative method in cases of difficult intubation. 4 This application, however, requires extensive experience and knowledge of complicated pediatric airway management. 5 In addition, only very small diameter FBs can be placed through a 3-mm endotracheal tube, 3 which was not available in our centre.
Veyckemans and Fayoux also referred to muscle relaxant use in cases of difficult intubation, which carries a risk of increased oropharyngeal obstruction due to loss of muscle tone. This risk must be balanced against the potential benefit of preventing laryngospasm. 2 If intubation could not be performed successfully, we had planned for cyst aspiration and direct intubation.
Lastly, their recommendation for using a straight (i.e., Miller) blade for intubation must be balanced against the difficulty of the advancing the straight blade toward the vallecula during intubation when the cyst may be blocking that route. Indeed, during our first intubation attempt, the tongue could not be moved laterally with a straight blade, and the vocal cords could not be seen. On our second intubation attempt, the laryngoscope was successfully advanced through the right molar gap, and the epiglottis was easily visualized with use of the curved blade. Successful intubation ensued. Accordingly, we believe both straight and curved blades should be kept available prior to intubation and alternative options be considered and made available.
